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Aortic dissection is a relatively uncommon illness, but it often presents with acute hemodynamic
compromise and severe chest pain. Early diagnosis and treatment are crucial for survival. Patients with
an aortic dissection typically present with an acute, severe, sharp, or “tearing” posterior chest or anterior
chest pain or back pain. We describe one example of ascending aortic dissection show atypical symp-
toms. And the symptoms are similar to acute abdomen initially. We should always keep in mind that the
possibility of aortic dissection when a widened mediastinum is noted despite of atypical symptoms for
aortic dissection.
Copyright  2012, Taiwan Society of Geriatric Emergency & Critical Care Medicine. Published by Elsevier
Taiwan LLC. All rights reserved.1. Introduction
Aortic dissection is a relatively uncommon illness, but it often
presents with acute hemodynamic compromise and severe chest
pain. Early diagnosis and treatment are crucial for survival. Patients
with an aortic dissection typically present with an acute, severe,
sharp, or “tearing” posterior chest or anterior chest pain (in
ascending aortic dissection) or back pain (in dissection distal to the
left subclavian artery)1,2. The pain can radiate anywhere in the
thorax or abdomen2,3.
We describe here one example of ascending aortic dissection
which the symptoms were similar to acute abdomen. The patient,
who had a history of congestive heart failure and hypertension,
visited our emergency room because of diffuse abdominal pain and
dyspnea. Laboratory data disclosed leukocytosis, prerenal
azotemia, and hyperglycemia. Her chest X-ray revealed a widened
mediastinum and cardiomegaly. Abdominal computed tomography
(CT) showed a massive pericardial effusion and unremarkable
ﬁndings related to the liver, pancreas, spleen, small bowel, and
colon. Chest CT was arranged, the report showing a type A aortic
dissection. The possibility of aortic dissection should always be
remembered when a widened mediastinum is noted, despite the
fact that our patient was suffering from symptoms atypical for
aortic dissection.erest.
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An 85-year-old woman living in a nursing home visited our
emergency room because of diffuse abdominal pain and dyspnea.
She had suffered from a sudden onset of abdominal pain without
any radiation of the pain. The abdominal pain was dull and steady.
There were no other associated conditions, such as nausea, vom-
iting, or diarrhea.
The patient had a long-standing history of hypertension and
congestive heart failure and had been taking medicine as
prescribed. A physical examination disclosed a blood pressure of
96/71 mmHg, and an irregular heart rate of 73/mine. No murmurs
or rubs were heard. Diffuse abdominal tenderness without rebound
tenderness was noted. No muscle guarding was found. The white
cell count was 12.5109/L and the blood urea nitrogen level was
10 mmol/L (laboratory range 1.79e8.92 mmol/L). Blood sugar was
11.04 mmol/L (range 4.16e6.11 mmol/L). Other serum chemistry
results were normal.
The electrocardiogram showed an atrial ﬁbrillation rhythm and
nonspeciﬁc ST-T changes. On the chest X-ray (Fig. 1), the cardiac
silhouette appeared to be enlarged and the superior mediastinum
was wide. An X-ray of the kidneys, ureters, and bladder (Fig. 2)
showed normal bowel gas and no abdominal calciﬁcation.
An abdominal contract CT scan (Fig. 3) showed advanced
atherosclerosis of the abdominal aorta and bilateral common iliac
arteries and its branches, more advanced atheroma formation in
the aorta at the L2eL3 level, cardiomegaly, and amassive amount of
pericardial effusion. Due to the massive unexplained pericardial
effusion and widened mediastinum, chest CT ( Fig. 4) was carried
out, and type A aortic dissection with massive pericardial effusion
was found.cy & Critical Care Medicine. Published by Elsevier Taiwan LLC. All rights reserved.
Fig. 1. The chest X-ray shows a widened mediastinum and cardiomegaly.
Fig. 3. Massive amount of pericardial effusion and chronic liver parenchymal disease.
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echocardiogram. The patient’s family considered her old age and
her high operative risk and decided not to accept our suggestion of
surgical treatment; hence, the patient received conservativeFig. 2. A kidneys, ureters, and bladder X-ray shows a normal bowel gas pattern.treatment. Unfortunately, she passed away 8 days after this
admission.
3. Discussion
Patients with an aortic dissection commonly have atypical
symptoms, which makes the diagnosis difﬁcult; seldom do such
patients present primarily with abdominal pain at the time of
onset4. Aortic dissection results when shearing forces produce an
intimal tear resulting in dissection of blood into the subintimal
space of the aortic wall, with the creation of a false lumen5.Fig. 4. Type A aortic dissection, a massive hemopericardium, and a small hemothorax,
bilaterally.
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a preponderance of 2:1, and with an average age of 63 years, as
reported by the International Registry of Acute Aortic Dissection
(IRAD)6. Aortic dissection is a relatively frequent condition, with an
annual incidence of 2.9e3.5 per 100,000 population7,8. Of all aortic
dissections, the majority (62e70%) involve the ascending aorta
(including the aortic arch), and another third (30e80%) the
descending aorta9,10.
The most common predisposing factor for aortic dissection is
systemic hypertension, which is found in up to three-quarters of
patients presenting with an aortic dissection. Systolic hypertension
exacerbates the hemodynamic forces acting upon a relatively
mobile aortic arch and tethered descending thoracic aorta.
Other predisposing factors include connective tissue disorders
predisposing to medial aortic degeneration (e.g. Marfan, Ehlerse
Danlos, and familial aneurysm syndromes), iatrogenic injuries,
anomalies of the aortic valve or arch (aortic coarctation and
congenital biscupid aortic valve), atherosclerosis, vascular inﬂam-
matory disorders, pregnancy, primary hyperaldosteronism, and
methamphetamine and chronic cocaine abuse11.
Symptoms vary depending on the site of the intimal tear and the
extentof thedissection.Anteriorchestpain ispresent inmostpatients
with aortic dissection, and pain of a “migratory” nature is character-
istic12,13. Pain is typically reported in theanteriorchestwithascending
aortic dissection, in the jaw or neck with dissection involving the
aortic arch, or in the interscapular region with descending thoracic
dissection. IRAD states that pain is more often described as “sharp”
rather than “tearing,” as has been traditionally taught2.
It is rare that aortic dissection comes with abdominal pain as its
primary symptom. Slater and DeSanctis13 found that abdominal
pain as a symptom occurred in 6.38% (3/47) of patients with types I
and II, and in 2.90% (2/69) of type III, dissections after they studied
the symptomatology on the basis of a series of patients with aortic
dissection. McCloy et al14 reported that 11 of 50 patients who
suffered from aortic dissection had abdominal pain as a primary or
an accompanying symptom, and only 13% gave a history of stren-
uous exercise such as lifting, changing tire chains, or playing tennis.
Ismil and Hussien15 stated that an isolated abdominal pain in the
epigastric area was an initiating symptom of aortic dissection.
Other common clinical signs include the diastolic murmur of
aortic regurgitation, and hypertension. Congestive heart failure,
hypotension, and pulse deﬁcit are less frequent2. Other neurolog-
ical ﬁndings and syncope have been variously reported in 5e15% of
patients2,16.
A great number of studies have reported that 11e46% of patients
with aortic dissection presented neurological complications such as
paresthesias, convulsions, pain, unconsciousness, vertigo, facial
weakness, and reﬂex changes17. Patients with acute aortic dissec-
tion commonly present with chest pain, and since only about 8% of
visits to emergency departments are for chest pain, diagnosis on
the basis of history and examination is not straightforward18.
The development of a biomarker or blood test to aid in the
diagnosis of aortic dissection is of increasing interest. Initial ﬁnd-
ings have been reported for some novel markers including D-
dimers, elastin fragments, and smooth muscle myosin heavy-chain
protein. Smooth muscle myosin heavy-chain protein has been
reported to have a sensitivity of 98% and a speciﬁcity of 83% for the
diagnosis of acute aortic dissection19. Wen has found that matrix
metalloproteinases (MMPs) play an important role in the patho-
physiology of aortic dissection20. Patients with aortic dissection and
abdominal pain have higher MMP levels than patients with surgical
abdominal pain20. One of the most common and speciﬁc signs of
aortic dissection is a wide superior mediastinal shadow.
Dissection of the aorta can be complicated by acute myocardial
infarction (caused by extension into a coronary artery) and/or byintrapericardial hemorrhage. The clinical manifestations of acute
pericardial effusion with tamponade are mostly related to the
ensuing hemodynamic effects.
The most common cause of pericardial effusion is acute peri-
carditis. Inﬂammation of the pericardium can result from bacterial,
fungal, viral, and parasitic infection or from other systemic
diseases. Malignant causes of pericarditis include metastases from
melanoma, sarcoma, mesothelioma, breast, bronchogenic, and
ovarian carcinomas, and lymphoma (Hodgkin’s disease and non-
Hodgkin’s lymphoma). Other noninfectious causes of pericarditis
include radiation, rheumatoid arthritis, recent myocardial infarc-
tion (Dressler’s syndrome), uremia, sarcoidosis, trauma, hypothy-
roidism with myxedema, aortic aneurysm dissection with leakage,
and adverse drug effects.
The electrocardiogram is of limited value in the diagnosis of
acute pericardial effusion: most commonly a low voltage and
alternation of the QRS complexes are observed. The ST segment
has been reported to be either raised or depressed21. The most
sensitive and speciﬁc noninvasive conﬁrmatory diagnostic study is
echocardiography. Echocardiography is a very sensitive technique
for the diagnosis of pericardial effusion and is also useful for
detecting dissection of the ascending aorta. In considering the
differential diagnosis of our patient’s massive pericardial effusion,
we had to consider the following: ischemic heart disease, pulmo-
nary embolus, pneumothorax, congestive heart failure, myocardial
infarction, pneumonia, severe upper respiratory infection, and aortic
dissection.
Aortic dissection only rarely manifests as a primary abdominal
pain. A possible vascular etiology in patients presenting with
abdominal pain might be a symptomatic or ruptured abdominal
aortic aneurysm. Thoracic aortic dissections and abdominal aortic
aneurysms are rarely found concurrently. In addition, another
possible etiology for the abdominal pain of an acute aortic dissec-
tion might be malperfusion of the visceral branches of the
abdominal aorta22.
The standard management of type A dissection is surgical
resection of the ascending aorta6. In case series of patients, only
those with several co-morbidities and those who refuse surgery are
typically treated solely medically, with a reported in-hospital
mortality for these patients of about 50% by 30 days. For
example, 18% of patients with type A dissection in International
Registry of Acute Aortic Dissection (IRAD) were treated medically,
this being because of co-morbidities (33%), patient or family choice
(25%), advanced age (21%), or the presence of intramural hematoma
alone on imaging (21%). Mortality for this group was 58%. The
principal aim of surgery for acute type A dissection is to resect the
ascending aorta and arch if affected by the intimal tear, and to
replace it with a prosthetic graft6.4. Conclusion
Rapid widening of the mediastinal shadow is a very common
radiological sign of acute aortic dissection23. Awareness of possible
aortic dissection is the key point leading to an early diagnosis in
patients with an atypical presentation. Even abdominal pain is
a rare primary presentation of an aortic dissection, one to which
the physician should be more alert. The development of tech-
niques and devices to achieve aortic repair via the endovascular
route promises to change the acute and chronic management of
patients after acute aortic dissection. Prompt surgery is mandatory
for such patients in order to prevent abrupt aortic rupture. In
conclusion, aortic dissection is still a highly lethal disease, which
requires awareness on the part of physicians and appropriate
urgent management.
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